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Introduction 
The spontaneous closure of a large emphysema- 
tous bulla is a rare occurrence. We report such a case, 
that followed the development of an air-fluid level, 
and resulted in major symptomatic improvement in 
a patient who had previously been considered for 
surgical excision. 
Case Report 
A 55-year-old post office engineer presented in 
1985 with a history of variable wheezy dyspnoea on 
exertion. He was an ex-smoker. A chest X-ray 
revealed a large emphysematous bulla occupying 
most of the upper right lung field. The serum al 
anti-trypsin level was normal. Spirometric lung vol- 
umes showed an FEV,/FVC ratio of 1.5513.33 1 (3.41 
4.3 predicted), and serial home peak flow readings 
ranged between 300450 lmin- ’ 
The patient derived benefit from intermittent 
courses of oral corticosteroids. He was maintained on 
a combination of inhaled corticosteroids and bron- 
chodilators, but gradually deteriorated over the next 
3 years, so that in 1988 he was very breathless on the 
stairs, and acquired a stair-lift for his home. His 
walking distance on level ground was less than 200 
yards. His symptoms were of such severity that he 
was considered for surgical resection, and a CT scan 
was performed (Plate 1). A large bulla was shown, 
occupying approximately 50% of the hemithorax, 
and compressing adjacent lung tissue. 
After discussion with a Consultant Surgeon, the 
patient declined the offer of an operation. As 
follow-up continued, he was managed with continu- 
ous low-dose oral corticosteroids and nebulized 
P-agonists. In 1991, he developed some right-sided 
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chest pain, and a chest X-ray (Plate 2) showed an 
air-fluid level within the bulla. Over the next 9 
months, the air-fluid level gradually disappeared and 
the bulla became smaller. By the time it had totally 
resolved, as shown on the repeat CT scan (Plate l), 
the patient’s symptoms had improved remarkably. 
He no longer needed to use his chair-lift or to take his 
nebulizer on a regular basis. 
In the last 2 years, the patient has maintained his 
improvement, and there has been no evidence of 
recurrence of the bulla, with serial chest X-rays. 
Formal lung function tests did not show any 
improvement after the disappearance of the bulla. 
Discussion 
Surgery for emphysematous bullae is rarely 
embarked upon, because of mortality that has been 
reported as about lo%, and because of uncertainty 
with regard to the likely benefit of the procedure. It is 
thought to be most appropriate for patients with a 
bulla occupying more than one-third of a hemitho- 
rax, and without evidence of generalized emphysema 
(1). The traditional view has been that compression 
of the adjacent areas of lung, by a bulla under 
tension, causes significant dyspnoea, and that such 
compression should be evident before surgery is 
undertaken. The finding that the pressure within 
giant bullae is similar to pleural pressure (2) has 
challenged this pre-requisite. 
The development of an air-fluid level within a 
bulla was first described in 1947 (3) and since then it 
has been increasingly recognized that the air-fluid 
levels and associated symptoms usually resolve spon- 
taneously over a period of 2-3 weeks (4). The 
phenomenon has been explained on the basis of 
peri-emphysematous lung infection (5). Complete 
closure of a bulla (autobullectomy) has been 
described in four cases (6,7), although in all of these 
cases, the patients were not unduly breathless, and 
were, therefore, not improved afterwards. 
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Plate 1 (Top) CT scan of thorax at presentation, (Bottom) CT scan of thorax 4 years after 
presentation. 
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Plate 2 Chest radiograph in 1991. 
benefits of surgical resection, we must bear in mind 
the possibility of spontaneous improvement in their 
condition, even if it is relatively remote and difficult 
to quantify. 
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